. It is important to consider that the definition of community may vary from locale to locale as communities may be geographically based on domicile or workplace, or culturally based.
Historically in the United States, unskilled labor has been performed predominantly by recently immigrated populations and ethnic minorities. It has long been identified that certain populations are underserved: minorities, women, elderly, and rural areas in the provision of health care services (Weaver, 1976) . Typically the populations cited include the poor, underprivileged, nonurban, and those in remote communities. Certainly language and cultural beliefs and practices can be barriers for seeking traditional western health care services. However, underserved may also include the young or male gender who fail to seek health care services because they have been educated in the traditional medical model that teaches health visits are for the cure of disease or injury rather than health promotion.
Client satisfaction in encounters with health providers can promote better utilization of health services (Capan, 1993 , Terry, 1994 . In addition, physical access to care is significant. However, a caring provider who is viewed as "accessible" in terms of communication and trust is essential. In an industry comprised of employees who are recent immigrants, ethnic people of color, and predominantly young males, an on site health center could target a large underserved population.
WORK RELATED HEALTH CARE ISSUES
Since employers in the United States bear the largest burden of health care costs through insurance premiums and other employee benefits, they are seeking innovative and efficient health programs (Burgel, 1993; Collins, 1987) . Business and industry are financially responsible 24 hours a day for a large proportion of health care costs, yet historically employers have had limited control over the quality and cost of health care. According to the Bureau of Labor Statistics, "in 1992, employer expenditures for workplace based health care plans ($221.4 billion) were nearly six times those of employees, at 37.2 billion." This provides an incentive for a health care unit in an occupational setting to provide primary health care as well as the traditional work related treatment of injury and illness.
Additionally, research has revealed a disproportionately higher concentration of certain ethnic groups (people of color) in some of the most dangerous occupations (Davis, 1988; Friedman-Jimenez, 1989; Morris, 1989) , and the meat packing industry is identified as one of the most hazardous (Statistical Abstract, 1995) . Along with the potential for severe injuries, there is a high incidence of cumulative trauma disorders, most notably carpal tunnel syndrome, trigger finger, and tendonitis (Bureau of Labor Statistics [BLS], 1994) . High occupational incident rate for injuries/illnesses is correlated with high workers' compensation costs. Several studies have documented the cost effectiveness of health care at the workplace (Collins, 1987; Dellinger, 1984; Touger, 1989) .
NURSE PRACTITIONER ROLE IN HEALTH CARE DELIVERY
The concept of the nurse practitioner role began in the mid-1960s in response to meeting the needs for trained, professional health care providers (McGrath, 1990) . Of the more than 30,000 nurse practitioners in the United States today, most are engaged in primary care as members of a multidisciplinary team (Sharp, 1994) .
Historically, nurse practitioners have provided health care in rural, remote communities and poor and blighted urban environments. Nurse practitioners' practice requires competency in the areas of physical examination and therapeutic management of health related problems, along with the traditional aspects of nursing care: health promotion and focus on human responses to health and illness. Research into nurse practitioner practice has focused largely on quality of care, productivity, cost, and to a lesser extent, client satisfaction (Molde, 1985; Stone, 1994) . The U.S. Congressional Office of Technology Assessment report and others support the positive impact of the nurse practitioner role on the quality of care, accessibility of health services, and reduction of costs (Brown, 1993;  Office of Technology Assessment [OTA], 1986). Nurse practitioners can manage 50% to 90% of primary care needs of clients (McGrath, 1990; OTA, 1986; Sox, 1979) .
SITE MODEL
An on site health center in industry provides easy access to health care and time saving convenience. Comprehensive primary health care can be provided by incorporating knowledge of specific occupational stressors and risks in health planning. For example, in the occupational setting, an on site health care provider can impact change in work practices and design. This can be achieved by: informing management of "identified injury/illness trends" long before year end reports or increased insurance premiums; performing plant inspec-JULY 1996, VOL. 44, NO.7
Nurse practitioners' practice requires competency in the areas ofphysical examination and therapeutic management of health related problems, along with the traditional aspects of nursing care: health promotion and focus on human responses to health and illness.
tions to identify hazardous working conditions; and participating in a multidisciplinary ergonomic committee which includes engineering, safety, health care, and management. These activities promote implementation of primary intervention strategies to reduce occupational injuries and illnesses. An on site health unit also can facilitate follow up care and promote clearer work restrictions when necessary.
A nurse practitioner managed health care unit (HCU) for meat packing/rendering plant in the United States demonstrates a model for providing quality, cost effective health care to a specific population. The unit first opened in 1988 with an initial focus of providing injury and illness care for work related conditions for a population of 1,200 employees. Company employee demographics included 70% Hispanic, 10% Asian, predominantly male, between the ages of 18 to 25 years. However, increasing numbers of women entering this industry in recent years provide additional challenges.
Upper and middle management were tentative in their initial acceptance of the nurse practitioner role and an on site health care unit. However, despite some skepticism about the proposed benefits, the health care unit operated without financial restraints in terms of supplies and equipment needed to provide care. The staff in the health care unit grew from one nurse practitioner to a staff of 5 in 2 years: 1 nurse practitioner, 2 registered nurses, 1 part time physician, and 1 medical secretary.
During the first 5 years of the program-1988 to 1992-the types of HCU visits changed. Initially, occupational related problems comprised 95% of all visits to the HCU. Over the first year, the proportion of non-occupational problems presenting to the HCU rose 40%, while the number of occupational injury and illness visits remained constant. During the 5 year period, client visits rose from 4,800 to over 9,360 visits per year. This increase was partly due to the addition of a comprehensive pre-placement physical examination, a total of 700 physicals annually. However, the increase in client visits further supported the acceptance of the occupational health care unit by employees.
The types of client encounters during the first 5 year period included general minor acute problems such as upper respiratory infections, viral syndromes, urinary ~" ..... "1' " .
..
The single, most significant indicator ofsuccess in the program was the marked decrease in severity ofthe cases seen. tract infections, health maintenance care, and the treatment of major and minor trauma. Trauma primarily included lacerations requiring suturing, but also included more serious injuries such as pneumothorax and amputation. Illnesses seen in the HCU varied, but included tuberculosis, malaria, herpe s varicella, hepatitis , and cumulative trauma disorders (CTDs).
EVALUATION
Evaluation of the program revealed success on many levels. This was done by reviewing Occupational Safety and Health Admini stration logs, injury/illne ss report s, lost time, and insurance company loss runs, among others. The company has several standard industrial classification (SIC) codes so both the specific division and overall company experience were important. Mana gement support and appro val for program expan sion was gained by demon strating cost effectiveness.
Monetary
Over a 5 year period, a net savings of over 1.3 million dollars was realized in the actual costs of workers' compensation alon e. These savings were due to decreased insurance premium s and implementation of a self insurance plan for medical only occupational claim s where there was no lost time. The direct workers ' compensation dollar figure doe s not include the less tangible savings from increased productivity due to decre ased absenteeism or saving s from projected losses at previou s rates if rising costs had continued. In addition, while there was an overall decrease in medical insurance premiums, direct cause and effect was not measured .
Decreased Morbidity
The single most significant indicator of success in the program was the marked decrea se in severity of the cases seen. One of the indicators of decreased morbidity from occupational causes was a significant decline in the overall experience rating for workers ' comp ensation insurance premium costs. Experience rating is used to project a particular company's losses based on its experience durin g the previou s 4 years excluding the immediate preceding year. For example , the figure for 1996 would be based on loss experienced from 1991 to 1994. For this company, the decre ase in experience rating provided positive financial support for the program.
Lost Time
Federal law mandates reporting all occupationally related injuries and illnesse s requiring more than simple first aid. A review of this company 's records revealed 334 interesting trend s. While initially there was a slight increa se in the overall number of case s reported, this was believed to be due in part to better recordkeeping, and a higher level of early health care. For example, administering prescription strength ibuprofen made the case reportable but perhaps yielded a better outcome than acetominophen. In fact, while the number of cases reported increased, the number of lost and modified work days decreased dram aticall y by one half to two thirds , depending on the division and department. The number of cases experienced by this particular meat packing/rendering company was higher than the industry standard in some SIC categories, however the lost work days was markedly less, indicating significantly fewer severe cases.
The Bureau of Labor Statistics reports occupational injurieslillnesses for specific industries and report s an industry average as a standard. When discussing decreased injury/illness rates in industry, it is important to make like comparisons within the same industry. It is interesting to note that governmental programs reward companies for a decreased number of cases reported; yet a truer reflection of improvements in safety programs is correlating numbers of cases with overall severity.
Quality of Care
Quality of care was positively reflected in the decreased severity of cases. It was also revealed in quality assurance audits. One demonstration of this was a review of sutured wound s. Over the 5 year period, the number of wounds presenting to the HCU decrea sed 70%, reflect ing prevent ion on a primary level. The infection rate of wound s sustained in environments considered at high risk for infection was measured as a quality of care determinant. The infection rate was 3.1% in this high risk population, as compared to a 9% to 10% rate in large teaching institutions quoted in the literature (Gravett, 1987) . Of this 3.1 %, only one laceration required intravenous antibiotics (Ferguson, 1992) .
Other Factors
The overall success of the HCU was believed to be attributed to several factor s, although much of the evidence was anecdotal and not specifically tracked. The emphasis was always on quality care and not on cost containment. This meant aggressive treatment, including lost work time initiall y and/or referral to appropriate specialists. While upper management wanted to decrease overall health care costs, they allowed the profes sional staff to provide the care deemed necessary. Early intervention and accessible health care provided the means to foster good outcomes. The belief was that early appropriate referrals contributed to good outcome. In addition, translators were readily available although health care providers posse ssed some bilingual skills.
The HCU encouraged close follow up which was largely allowed on company time. HCU visits during work hours created a "win win" situation, as the company had previously experienced lost work days due to sick calls, etc. A large proportion of the work force commuted 1 plus hours to work in car pools; therefore , an off site, out
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of town appointment could mean the loss of a whole work day. In addition, close follow up discouraged the feeling of abandonment expressed by injured and ill employees out of work. Close follow up was encouraged equally for non-occupation and occupational problems. Trust is believed to be a significant factor in the positive outcome. Confidentiality was strictly maintained, and a caring staff further increased credibility. The issue of confidentiality in an occupational environment can be challenging, but must be maintained without compromise. Management was educated early with regard to the confidentiality of records and strict separation between the need to know for occupational safety records and personal health information. The individual's right to privacy was maintained. Progress notes were on color coded paper to separate occupational visits from non-occupational ones. Increasing utilization of the HCU services for non-occupational problems evidenced increased acceptance from the employee population.
Wellness and health promotion programs included both occupational and non-occupational emphasis. Programs were targeted to this demographic group and experience obtained from insurance utilization reports. Emphasis on safety belt use, smoking cessation, cholesterol and diet counseling, along with programs on AIDS and safe sex practices were conducted.
While this unit's experience serves as only one model of success, several points are generalizable for future implementation sites. Research about the nurse practitioner role has focused on quality of care based on a medical standard (Molde, 1985; Stone, 1994) . While outcome evaluations may be valid, they are only one dimension. The caring aspect must be emphasized, especially in an environment of high litigation spawned by employees' feelings of lack of control. Cost containment is always a difficult area to adequately evaluate, as there are many intangible aspects. Industries with higher losses may realize a significant decrease in actual dollars spent with the implementation of an on site health unit. Therefore actual cost savings, in terms of dollars, might not be duplicated in another industry.
Increased utilization of preventive health services was evidenced by clients taking advantage of convenience in health maintenance care, e.g., pap smears. Not only could the HCU provide some of these services, it was also the gatekeeper for appropriate referral. Clients needed to know about appropriate specialists, and how disability and other health benefits provided by the company worked. These services could be facilitated by the HCU. Not only did costs and severity of occupational injuries and illnesses decrease; utilization of preventive health services increased in a population traditionally under-served
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A nurse practitioner managed health unit for a meat packing/rendering company demonstrates a practice model for providing quality, cost effective health care to a specific population.
To gain management support for wellness and health promotion programs, unit cost effectiveness was demonstrated.
This model demonstrates success in the use of the nurse practitioner to provide care to a population that traditionally does not seek preventive or early health care.
